SUMMARY A mass with a diameter of0-8 cm was detected in the aortic root of a 53 year old woman during routine preoperative cross sectional echocardiographic assessment of a secundum atrial septal defect. Intraoperative epicardial echocardiography showed that the mass was attached by a slender stalk to the tip of the left coronary cusp of the aortic valve, and histological examination showed that it was a papillary tumour.
Papillary tumours of the heart are uncommon. Until recently, they were diagnosed only as an incidental finding at necropsy,' but now they can be detected more frequently by cross sectional echocardiography' or recognised during cardiac operation.' The aetiology of papillary tumours is uncertain. These lesions are not always asymptomatic and they need to be diagnosed accurately and distinguished from other conditions such as vegetations caused by infective endocarditis, which are managed differently.
There has been only one previous report of the cross sectional echocardiographic diagnosis of a papillary tumour arising from the aortic valve4; in another patient who had M mode echocardiography alone, the features were thought to suggest infective endocarditis and the diagnosis was not established until operation.5 We describe the preoperative and intraoperative epicardial echocardiographic features of a papillary tumour of the aortic valve. parasternal lift, fixed splitting of the second heart sound, and an ejection systolic murmur over the pulmonary area.
The electrocardiogram showed sinus rhythm, complete right bundle branch block, and a normal cardiac axis. The chest radiograph showed mild cardiomegaly, an enlarged main pulmonary artery, and pulmonary plethora. Routine haematological and biochemical tests and urine analysis and culture were normal. Blood cultures yielded no growth. The erythrocyte sedimentation rate was 13 mm in the first hour.
Echocardiography was performed with a Hewlett Packard duplex system. The right ventricle was enlarged (diastolic and systolic dimensions from M mode 3-7 and 2-9 cm) and there was paradoxical motion of the interventricular septum. Cross sectional imaging showed an ostium secundum atrial septal defect, and a mass in the aortic root that was featureless, round, and 0 8 cm in diameter (area 1-5 cm2). It was seen well in both parasternal long axis and short axis planes, in the region of the commissure between the right and left coronary cusps of the aortic valve (fig la,b) . The mass was not apparent on most M mode recordings of the aortic valve. There was no aortic regurgitation. The mass was thought to be a myxoma, although a vegetation (and thus infective endocarditis) could not be excluded.
Cardiac catheterisation also confirmed that the patient had an atrial septal defect. The pulmonary to systemic flow ratio was 3: 1, and the pulmonary artery group.bmj.com on June 21, 2017 -Published by http://heart.bmj.com/ Downloaded from 472 triculography (performed via the atrial septal defect) nor aortography showed a filling defect in the aortic root.
Early operation was advised because of a possible risk of embolism. At operation, before epicardial bypass, echocardiographic imaging was performed with a 5 MHz probe placed on the aorta. This showed that the mass was attached to the tip of the left coronary cusp of the aortic valve (fig lc) . There was no connection to the free wall ofthe aorta and the mass remained clearly visible during both systole and diastole. After routine closure of the atrial septal defect with a Dacron patch, the aortic valve was examined through a transverse aortotomy. The mass 
